T he South Asian region is faced with some of the world's worst socioeconomic inequities, and these compound widespread gaps in access to healthcare. 1 Although there is a fairly extensive body of literature on the disparities that contribute to health inequity and their effect on health outcomes, less is known about the response from policy makers in South Asia.
As the commitment to universal health coverage (UHC) gains increasing global momentum, 2 regional initiatives for expanding health access for poor people have risen up the policy agenda, and universal coverage forms the overarching framework for health targets in the sustainable development goals. 3 Equitable access can be accelerated by health ministries through action on financing, governance, or human resources to direct health resources towards poor people 4 5 or through action on social determinants of health. 6 In this article, we focus on the recent proliferation of policy initiatives in South Asia aimed at making access to healthcare more equitable. These initiatives typically involve insurance schemes and contracting of private sector services. Insurance schemes partially or fully subsidised by the government are thought to improve access through risk pooling and reducing point of service payments. 7 The unpredictability of healthcare needs, rising costs of treatment, and underlying poverty have given impetus to use of insurance. Strategic contracting of services through formal agreements between health ministries and the private sector, funded by government budgets, is increasingly being used to fill coverage gaps in disadvantaged areas. 8 Pulling together the main commonalities across the region, as well as underlining contextual differences, we look at three areas: existing policy initiatives and their underlying drivers and scale of implementation; equity, in terms of who is targeted and the extent and depth of coverage; and whether responses are integrated within health systems or standalone initiatives.
Our review is limited to Afghanistan, Pakistan, Bangladesh, and India, comprising 97% of the South Asian population. 9 We based our review on the insights of regional experts drawn from each of the four countries and a scoping review of grey and published literature.
Inequities in South Asian healthcare
In South Asia coverage of even basic health interventions such as skilled birth attendance (fig 1 ) , routine childhood immunisations, and use of family planning differ widely between the lowest and highest socioeconomic quintiles. This translates into lower life expectancy, higher morbidity, and undernutrition in those with low socioeconomic status. 10-14 Uneven coverage cannot be narrowly equated to socioeconomic status but is also driven by urban-rural disparities. Rural areas have fewer functional health services and the population experiences barriers to access from the need to travel long distances and inadequate transport services, gender disparities, and low health knowledge. Financial access is indirectly measured by out-of-pocket spending and comprises as much as 56% of total health expenditure in Pakistan, 62% in India, 64% in Afghanistan, and 67% in Bangladesh. 15 This is often because inadequate government services force people to rely on the private sector and they also have to buy medicines when government clinics are out of stock. Social and private health insurance are limited in South Asia, ranging from 0% of total health expenditure in Afghanistan to 7.7% in India. 16 Understanding the complex and pluralistic health provider market in South Asia is important, since it is strongly segmented on the basis of services provided. The public sector and the large hybrid non-government sector have developed in silos, and lack of stewardship has led to frequent overlaps in service provision. There is a fairly extensive government health infrastructure providing free services to people from all income brackets but quality of care is poor, especially in more remote areas. However, it remains the main source of preventive healthcare across all groups and is often the main provider of hospital services for poor people. The private medical sector is mainly concentrated in urban areas, providing primary and hospital services to all income groups, with low emphasis on preventive care. 17 A large informal private sector thrives in low income areas because of gaps in government service provision, often with paramedics and midwives practising as "doctors" as well as holding government jobs. 18 Local and international non-profit organisations have become important suppliers of healthcare in Bangladesh, India, Pakistan, and Afghanistan. [19] [20] [21] Recent policy initiatives Government sponsored initiatives that attempt to expand health access to poor and disadvantaged communities have emerged in all four countries (box 1). The initiatives fall into two types -contracting and insurance-with both having a split between the financing and health provision functions of government.
The first set of initiatives started in the early to mid-2000s and involved governments formally contracting the private sector to provide free health services in underserved areas. For example, in Afghanistan there was a strong political imperative to provide health coverage quickly after the war by contracting international and local NGOs under government stewardship. 24 25 A different form of private sector contracting is seen in Pakistan, where the aim is to improve the functioning of government services in order to encourage poor people to return to using free government health services. It has taken the shape of management contracts for government primary care clinics implemented at scale and is now being applied to secondary hospitals as well as entire disadvantaged districts. In India contracting is being used to fill niche gaps in service coverage in low income areas. [26] [27] [28] In Bangladesh contracting by the government is relatively small in scale and
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A f g h a n i s t a n D H S B a n g l limited to the provision of primary healthcare services in slums across four cities. 29 Whereas in Afghanistan contracting was driven by the international community advising the nascent health ministry, in Pakistan and India it has been led by subnational governments to improve governance of basic services with a focus on the poor. The second set of initiatives are government financed health insurance schemes, seen in India, Pakistan, and Bangladesh. The main premise of these schemes has been to provide financial protection for the poor by providing "free" hospital cover usually at both government and private hospitals. The impetus has been led and financed by the central governments, with varying involvement by subnational governments. In India the first insurance scheme, Rashtriya Swasthya Bima Yojana, began in 2007-08, being implemented in 457 out of 687 districts, mainly in states that have agreed to cofinance the scheme. [30] [31] [32] Pakistan launched its Prime Minister's insurance based National Health Scheme in 2014 but it operates only in selected districts in two provinces where the ruling party is in power and in federally administered areas. 22 
Equity construct
As South Asian countries scale-up initiatives around insurance and contracting, it is important to consider equity. Although equity can be framed in many ways, the three dimensions of universal coverage promoted by the World Health Organization (WHO) provide a useful construct to chart progress towards equity. These are whether services are responsive to needs of the poor; whether disadvantaged groups have physical access to health services; and whether people are financially protected from direct health costs.
Private sector contracting initiatives in the four South Asian countries do not explicitly target poor people but have been mainly introduced in low income rural and urban areas. Their success in achieving equitable access has varied depending on contractual design and incentives. In Afghanistan contracting started with a basic health package of services that provided for the needs of poor people, there is now an "essential package of hospital services," annual monitoring of quality and output through balanced score cards, and sharing of risk between NGOs and government with a proportion of funds tied to results. 33 As a result Afghanistan's coverage of free services is better than some of the neighbouring countries, which has helped it meet the millennium goal target for reducing child mortality and almost meet the target for reducing maternal mortality. 34 In Pakistan, general curative care services have increased while preventive services show little change, and there is questionable adherence to standard care guidelines. 35 However, there is some evidence that contracted basic health units are better used by people in the bottom socioeconomic quintile. 36 India and Bangladesh show improvement in maternity care coverage to the poor where targets have been specifically defined, although results on quality are mixed. 27 29 Insurance schemes in India, Pakistan, and Bangladesh have explicitly targeted those below the poverty line. However, problems with selection of eligible people have been reported in India 37 and may also be found in other schemes. A more systematic system to determine people below the poverty line is in operation in Pakistan, where a poverty score card has been refined through multiple surveys and donor assistance. 35 In India informal workers' categories (autoworkers, hawkers, etc) have been added to the eligibility list as a proxy for those in need while Bangladesh is planning to extend coverage to contractual garment workers in 2017. The focus is primarily on hospital care and involves prespecified hospital treatments in designated facilities. Insurance schemes, with the exception of the recent Bangladesh pilot, lack coverage and gatekeeping links with preventive and primary care services. Such links are necessary to reduce the need for hospital care and length of stay, and are important for reducing the burden of disease in lower socioeconomic quintiles.
The cost of annual health insurance cover ranges from about $500 (£400; €480) per household in India and Pakistan to $630 per household in Bangladesh. Transport costs are either not reimbursed or inadequately funded-for example, in Pakistan transport can cost as much as $30-70 in rural remote areas, but the insurance scheme only provides a budget of $3 per episode for transport. 38 39 Evidence from India's longer running scheme has shown high out-ofpocket expenses and exhaustion of 40 Awareness and enrolments in the scheme have also been lower in more disadvantaged groups, 41 and need to be examined in other schemes. An Indian cash transfer scheme for maternity services did result in improved maternity care coverage, but evidence suggests the poorest populations benefited less than those who were moderately poor. 42 Well integrated and sustainable? Recent initiatives to expand healthcare access have been driven first by political imperatives, and only later incorporated country health strategies and policies. Universal health coverage with financial protection for people below the poverty line is emphasised in Bangladesh's current policies 43 44 but in Afghanistan there is a focus on increasing donor coordination into a single programme to strengthen the current system. Pakistan shows a dichotomous picture since devolution with federally led policies emphasising social protection for health and provincial led initiatives emphasising a strengthened public system. 45 There is also a mixed picture at the federal level in India, with the National Health Mission strengthening the public sector while federally financed insurance schemes focus on third party payers.
A major challenge, particularly for insurance programmes, is the lack of integration with provincial health initiatives on public financing, administration, regulation, and primary healthcare. For example, in Pakistan, since devolution provinces have substantially increased hospital budgets for medicines, supplies, and renovations-the insurance payment to hospitals therefore creates a duplicate funding line. Similarly, in all these countries existing hospital autonomy and capacity is insufficient to meet demand and make quality improvements, with a need for administrative support from subnational governments. Contracting based initiatives are better integrated, but also face capacity problems for regulation, monitoring, and result based financing of health providers. Supportive legal frameworks for purchasing private sector services are beginning to be enacted and require f urther work. Evidence for different dimensions of performance is generally weak.
Sustainability is a persistent question for these countries as poverty, ill health, and population size remain formidable challenges despite growth in gross domestic product. Contracting services need to be accompanied by explicit targeting so that resources can be earmarked for poor populations. Afghanistan's contracting based access model has a high dependency on international financing, and it is difficult to see how more revenue can be raised given inadequate political stability. 46 Although India, Pakistan, and Bangladesh have greater resources and use of government financing for insurance, they run the risk of funds running out as coverage increases because insurance is restricted to poor people. The proportion of the population in South Asia living below the poverty line is substantial, so insurance schemes will need to include higher income groups and cross-subsidisation from employers to increase the pool.
The way forward
Health policy in South Asia is increasingly aimed at achieving greater access for poor people. Contracting initiatives have been implemented at scale in some of the countries and shown benefit when adequately managed. Insurance based initiatives have smaller scope, and initial evidence suggests some complex issues that need to be resolved before they are expanded. Attempts to strengthen public health systems have had mixed results. Despite some progress and ongoing efforts, South Asia will continue to struggle in reducing health inequities, unless existing challenges are met head on.
The foremost challenge is that the construct of equity is narrow and often politically whimsical. It needs to be widened to include all three dimensions of universal heathcare. Insurance packages often miss out unmet needs for primary care. Further expansion of coverage will need attention to quality of care and transportation costs. Financial protection will require some level of preferential targeting for government financed contracting arrangements while insurance schemes need cross-subsidisation with inclusion of higher income groups.
The second challenge relates to gaps in the evidence base. Existing evidence is usually geared around measurement of aggregate resources and outputs without differentiation between who is covered and who is left out. 47 More segmented research is needed to inform design of equity initiatives through scoping and review studies as well as to inform implementation through quality of care, governance, and client barrier studies in addition to the more usual impact assessments (box 2).
Finally, equity initiatives are often standalone and require integration within the health system administrative, financing and regulatory frameworks. Dispersion of authority across federal, state, and local government stakeholders makes this coordination complex in larger South Asian countries.
Above all, state stewardship is necessary to plan, regulate, finance, and monitor equity across all sectors. With the exception of Afghanistan, South Asian countries are still sitting on the fence, following mixed policies and reluctant to invest in strengthening direct service provision approaches while at the same time faltering in building the strong stewardship architecture needed for accountable and robust purchasing and insurance approaches.
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